Objectives: Cesarean delivery rates have increased remarkably and cause a major public health concern. This study aims to evaluate the feasibility of using the Robson Ten Group Classification System (TGCS) for cesarean delivery (CD) indications at institutional level. Materials and Methods: Database of all women delivering at Cipto Mangunkusumo Hospital, Jakarta, Indonesia were analayzed. The CD rates overall and in each Robson group were calculated, as was the contribution of each group to the overall CD rate. In addition, the CD indications in each group were analyzed. Results: Approximately almost half (48.04%) of women delivered by CS in our study. Groups 10 was the largest groups representing 27.82% of the obstetric population. The second and third largest were group 3 and 1, which represents 18.00% and 17.34%, respectively. The highest relatively contribution of CS rate were group 10, 1, and 3 with the percentage of 28.24%, 17.59%, and 15.19%; contributively. Conclusion: The TGCS can be applied at institutional level. It helps in planning strategies for specific subgroups of women to reduce CS rate and improve outcomes.
INTRODUCTION
Cesarean delivery rates have increased remarkably and cause a major public health concern.1-3 Approximately 18.5 million cesarean sections (CSs) are performed yearly worldwide.4 Asia global survey found the overall rate of CS from 9 countries was 27.3%.5 While in Latin America, the rate among 8 developing countries was 35.4%. 6 The World Health Organisation (WHO) has suggested a rate around 15% as being appropriate. In 2008, WHO found that Indonesia had 6.8% of CS rate. 4 Proportion of cesarean deliveries relative to all births is considered as one of the United Nations' (UN) process indicators of the quality of obstetrics emergency care.7 However, the data in tertiary hospital has never been published before.
Started in Januari 2014, Indonesian government has declared a new universal coverage for healthcare system. Uncontrolled CS rate probably acts as a barrier to universal coverage with necessary health services. 'Excess' CS makes the burden for the hospital itself because the hospital claim of CS is usually lower than the Indonesia Case Based Group (INA-CBG's) payment. Apart from that, it can have negative implications for health equity within the countries.4
The 10-group classification has been proposed for internationally accepted CS classification system.8 It has been introduced in a number of institutions and incorporated into their audit process.9 Therefore, audit, analysis, and comparison of CS rates across different setting could be effectively facilitated.8 Effective medical audit of labor management can reduce cesarean section rates.10 Therefore, this study aims to evaluate the feasibility of using the Robson Ten Group Classification System (TGCS) for cesarean delivery (CD) indications at institutional level.
MATERIALS AND METHODS
This cross-sectional study design was conducted among women delivering in Cipto Mangunkusumo Hospital, as a tertiary referral hospital in Jakarta, Indonesia. We did the total sampling to obtain data from medical records of patient delivering during 2013. Individual informed consent was not sought as data were collected at the institutional level from medical records without identifying the individual women.
All necessary information needed to categorize patient in Robson Classification were collected prior to author's knowledge of the 10-group classification. Patient data regarding parity, previous Cesarean section, preterm status, presentation, delivery induction, single or multiple status and type of delivery were inserted into Microsoft Excel and processed using formula. Data were processed using SPSS IBM 20.0. We present the percentage of obstetrics population and cesarean section rate from each population in Robson Classfication.
RESULTS AND DISCUSSION
During 2013, there were 2,612 deliveries in our hopsital. Six deliveries were not recorded completely; therefore, they could not be included into our analysis. We analyzed 2,606 data. The characteristics of subjects were shown in table 1. The maternal age was around 20-39 years old and most of them were referred from primary health care (35.64%). Almost all of them did not ever underperform the CS (92.57%) and they came with the cephalic presentation (87.06%). 
Figure. 2 Cesarean Section by Robson Classification
This study did not include the number of variables associated with higher CS, such as body mass index, birth weight, socioeconomic, and educational level. Apart from that, this study was conducted before implementing the national health coverage in Indonesia so that several indications for CS were categorized as "woman's request" or "due to social factors"; however, this indicator was not recorded in our study. Although this 10-group Robson South East Asia countries was 27% which was higher than WHO recommendation at 5-15%. It could be higher because most of hospitals audited in this study were the referral centers so that the cases entering these hospitals were the complicated one. Some of the variation in the CS rates among hospitals may be related to differing maternal characteristics.13 According to our study in Robson classification, the highest proportion referring to Cipto Mangunkusumo hospital was on the group 10, namely single cephalic pregnancy with preterm gestational age, including previous scars. It could be stated that the prevalence of preterm deliveries was around 27.82%. Actually, this rate was also higher than the average rate in Indonesia which was around 14.2%.14 Cipto Mangunkusumo hospital was the highest referral center in Jakarta also Indonesia; thus, all complicated cases were referred here causing the higher rate of preterm deliveries.
The second and third highest cases entering our hospital was group 3 (18.00%), namely multiparous without uterine scar in term of gestation with single cephalic pregnancy and group 1 (17.34%) including single cephalic pregnancy in nulliparous with term of gestation on going spontaneous labor. It makes sense that those groups are usually the two largest groups in most obstetric pregnancy. Actually, group 1 should be under responsible of midwifes or primary health center and group 3 can often deliver without needing any significant obstetric intervention.15 However, a lot of cases from these two groups came to the tertiary health center which indicated that the referral system in Indonesia did not worked properly. Study in Latin America showed that group 1 and 3 were the largest groups representing the obstetric population and they said that group 3 had very low risk to do the CS as obstetric indication in general. Therefore, the rising of CS rate in this group indicated that CS has been done without medical reason or women are in wrong classification regarding to the history. Meanwhile, for group 1, women are less likely to have medical indication for CS, except dystocia or fetal distress. This group can be an indicator of the CS rate in same women in the future pregnancy. In their study, they described 23.2% of CS in group 1. Actually, in Indonesia, the commonest indication for CS was malpresentation, followed by previous CS and cephalopelvic disproportion.13 It was in appropriate to our study whereas the group 9, a single pregnancy with a transverse or oblique lie, had the highest overall contribution to CS rate (89. 00%) and also group 6 (a single breech pregnancy) as the third highest contribution to CS rate (66.67%). Due to size of population, it was not shown high in relative contribution to CS rate.
Group 5, women with a previous CS and a single fetus in normal cephalic pregnancy at term, became one of the most concern contributing to overall CS rate. In our study, it made the second highest CS rate (71.62%), very different from Latin America population as the highest contribution in CS rate (27%). Actually, reducing CS in this group is quite difficult because the history of CS increases the likelihood of CS in the next pregnancy although the success rate of Trial of Labor after CS (TOLAC) ranges between 50% and 85%.18 Therefore, we should suggest delivering vaginally for the first pregnancy.
Through this classification, we can do the effective medical audit based on medical records so that we can map out the plan to lower the CS rate in Indonesia. We would recommend to hold the future study in all tertiary hospitals in Indonesia to get the database and plan of action to lower the CS rate.
CONCLUSION
The TGCS can be applied at institutional level. It helps in planning strategies for specific subgroups of women to reduce CS rate and improve outcomes.
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